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The uncertain path/journey into and through surgical
training: An overview of different approaches and
programmes in different countriesThe recent attempt to modernize Medical Careers in the UK
led to a breakdown of a system, which although imperfect,
had succeeded in producing excellent end products in the
main. In the light of changing requirements caused by such
diverse pressures as the increasing number of medical gradu-
ates and, pari passu, the increasing number of females, the
following factors have also contributed to the need to modern-
ize Medical Careers – clinical experience/exposure limited by
the New Deal Contract and the European Working Time Direc-
tive; a mismatch between Senior House Officer (Basic Surgical
Trainees) and Specialist Registrar (Higher Surgical Trainees)
posts; and patients wish to be treated by Consultants, a wish
echoed by Hospital Trusts due to medico-legal claims escalat-
ing. Other factors are that the criteria to obtain a National
Training Number (NTN) is not consistent or rigorous through-
out the UK; pressure on Consultants to focus on service issues
rather than training, and finances for training expropriated by
Trusts for service provision.
The time was/is right for change but sadly a non-listening,
under funded, inept quango Modernizing Medical Careers
(MMC) failed to grasp the opportunity. Training posts were re-
duced in an attempt to streamline training and rid the system
of the Senior House Officer bulge (the ‘‘lost tribe’’), which
contained a large number of young and not so young surgical
trainees with a membership of a Royal College and often
a higher degree as well. Some would never have entered
Higher Surgical Training – a process of natural selection/com-
petition, but at least they had the opportunity to try. The deba-
cle of the ill-thought out process through the Medical Training
Application System (MTAS) resulted in many of the best of the
competent not receiving interviews and therefore not being
selected. Most of these aspiring Surgeons felt abandoned, es-
pecially if they had done everything they had been instructed
to do – pass the MRCS, do research, obtain experience, etc.
Meanwhile, whilst ‘‘MMC fiddled’’, the NHS Trusts rubbed
their hands in glee and siphoned off millions from the educa-
tion pot for service ‘‘needs’’ or savings.
The intention of this paper is to look back at how young
surgeons were selected and trained in the past, then explore
what MMC/MTAS produced and compare this to othercountries’ methods for selection and training. It is hoped
a sensible approach for surgical selection and training could
then be proposed for the present, realizing programmes
should take into account the needs of the country. The prob-
lem is no health service has ever predicted the service work-
force requirements and certainly not included medical
education, which, in the past, was by apprenticeship but
now requires a structured curriculum with trained educators
who have designated time for teaching.1. Selection
This has always been haphazard, relying on instinct, exami-
nations and, to a greater extent, ‘‘cloning in our own images’’.
In the UK, short listing for surgical posts used to depend on
candidates passing the Primary FRCS examination, a good
sifter but flawed in that it was purely a knowledge test and
covered the basic sciences from a purist rather than a clinical
aspect. It did however demonstrate commitment and it also
gave surgeons a great knowledge base, especially in anatomy,
on which to build surgical skills. Entry into Higher Surgical
Training depended on passing the FRCS, which a couple of
generations earlier had been an exit examination – a licence
to practise surgery. With increasing specialization, the FRCS
was no longer fit for purpose and a specialty FRCS became
the new exit exam, whilst the new MRCS (a clinically orien-
tated basic science examination) became the hurdle from
Basic Surgical Training to Higher Surgical Training. No longer
a stiff hurdle like the old Primary FRCS, which had a 20–25%
pass rate, the MRCS allowed many more aspiring Surgeons
to be considered for surgical training. Once a Member of
a Royal College of Surgeons, the trainee believed that he/she
was on a training pathway to becoming a Consultant Surgeon
but the training posts were not available and a lost tribe was
formed.
Many of the ex-British Commonwealth countries with sim-
ilar training programmes adopted the new MRCS but did not
have/require, in the main, specialist programmes so they
retained the equivalent of the old FRCS, usually designated
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countries with advanced training and specialist programmes
(Singapore, Hong Kong) changed to the UK format.
In the UK, Sir Liam Donaldson (Chief Medical Officer) was
asked to address the problem of medical training, which he
did in his paper ‘‘Unfinished Business’’ (1). Just as Calman
(2), his predecessor a decade earlier had scrapped the Senior
Registrar position, so Donaldson scrapped the Senior House
Officer title. A Foundation programme was instigated com-
prising 2 years immediately after qualifying, after which one
needed to be selected into a training programme. A single
selection, 18 months after qualifying, the candidates probably
only having been exposed to three specialties, was proposed
by MMC and instigated by MTAS. Selection criteria were ig-
nored in the push for a ‘‘run-through training scheme’’ admit-
ting competent but not necessarily the best of the competent.
There was a move away from interviews after short listing lo-
cally. References to an electronic national portal of entry with
limited application and structured interviews resulted in an
inability of the candidate to demonstrate his/her knowledge,
ability, commitment, judgment or even past endeavors.
It is extraordinary that banks, the armed services, MI5/6,
British Rail, and many industries have strict selection criteria,
often including long structured interviews with candidates
and sometimes their partners, handwriting tests, psychologi-
cal and personality tests, as well as skills testing where indi-
cated. Secretaries have to show that their typing speed and,
in the past, shorthand speed were adequate and indeed these
were often tested, yet aspiring surgeons can be selected into
surgery under the present system without innate ability tests
or even a medical examination. There are a small percentage
of people who will never be adept at surgery or are medically
unfit for this specialty (poor eyesight, a tremor, etc.) who
should be eliminated as early as possible. As surgery is still
a very popular specialty and oversubscribed, it is important
that the best of the competent are selected.
In most of the Commonwealth countries applications are
received and short listing carried out on their Curriculum
Vitae. Selection is then made at interview by surgeons. Patron-
age often plays a part. In Canada and the USA medical stu-
dents are earmarked early as to which specialty they might
enter and will be groomed often carrying out research in
a related subject to help their careers. Selection is carried
out by a matching scheme for a residency programme. There
would appear to be enough training posts to absorb all the
graduates who have usually decided where they would apply
long before qualifying. Many may be unsuccessful in their first
choice but will be trained.
Perhaps this is a pragmatic way forward – that is train every-
one but have a tough selection into a Specialist/Consultant po-
sition. The advantage in the USA is that if at the end of training
one is unsuccessful in obtaining a post, one can always enter
private practice, which is not an option in many other countries.
In Russia a medical student intent on surgery will become
a subordinate to a surgeon in their 6th year. If selected after
qualifying, internship consists of 5 years general surgery
with no certainty of obtaining a Specialist position on comple-
tion. In most European countries selection depends on high-
ranking in the qualifying examination, plus the cultivation
of a Professor of Surgery.No country has devised a method of selection or decided on
the most appropriate time to make a decision on an appli-
cant’s suitability. Some countries select into the generality
of surgery, whilst others select straight into a surgical spe-
cialty. South Africa, Australasia, the Middle East and Far East
countries tend to select into the generality of surgery follow-
ing a pre-registration House Officer year or 2 years, and this
is done on the Curriculum Vitae and interviews. Some of these
countries, however, are in the process of changing to a more
rapid run-through American style residency programme
with stricter entry criteria and annual formative and summa-
tive assessments. The USA, Canada and most European coun-
tries channel medical students into surgery very early with
early specialization.2. Training
As with selection, training is different in most countries
though less haphazard than a few decades ago. There are
two mains systems: either Basic Surgical Training/Core Surgi-
cal Training lasting 1–3 years followed by Higher Surgical
Training (advanced/specialized) for 4–6 years, or run-through
residency training usually lasting 5 years. The first question
to be asked is how those countries who train in 5 years man-
age to produce a surgeon in half the time. It must be realized
that the graduates are older and more mature, having been to
College prior to Medical School and the majority in the USA
and Canada after completing a residency programme will
then do a 1- or 2-year Fellowship. In Europe at the end of training
their surgeons become ‘‘Specialists’’ but remain under the ju-
risdiction of a Consultant/Professor/’’Chef de Service’’. The
finished products – a Consultant Surgeon (UK) capable at the
present time of independent practice and a staff surgeon
just finished his/her residency programme are two very differ-
ent animals. In the European Union once on the Specialist
Register, one can apply to become a Consultant in the UK
but they usually will not have embraced management, teach-
ing, research, etc. After minimal selection tools some trainees
will fall by the wayside during Surgical. Training, leaving them
exposed and perhaps having to change specialties when
already quite mature.3. The UK system
At present it is in a state of flux following the MMC/MTAS
debacle and awaiting implementation, if accepted, of the
Tooke Report (3).
In the immediate past a 2-year Foundation programme was
meant to provide good generic training after qualification. This
was followed by application for Senior House Officer appoint-
ments, preferably on a surgical rotation designed to pass
through four specialties in 2 years and leading to acquisition
of the MRCS. As there were limited Higher Surgical Training
posts most Senior House Officers would do another 1–3 years
often doing research or gaining ‘‘hands-on’’ experience to bol-
ster their Curriculum Vitae. If successful in obtaining a Na-
tional Training Number, they progressed in one of the nine
recognized surgical specialties and took the exit FRCS exam.
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Surgical Training programme, they often remained in research
or service posts where they provided a huge amount of service
provision, especially with respect to emergency cover.
MMC were faced with two options – train everyone to the
same standard which would necessitate a massive expansion
in Higher Surgical Training numbers at a vast cost to the
Department of Health, and therefore tax payer, or severely
restrict the number of aspirants going into Higher Surgical
Training (to about 525 per annum) based on specialty work-
force predictions. They chose the latter option but without
robust selection criteria or any decision as to when that selec-
tion should take place. More than a thousand well qualified
Senior House Officers were abandoned. The numbers might
have matched more evenly had there been no foreign medical
graduates, but quite correctly international medical graduates
on a training programme remained in post. Worried about po-
litical correctness and a backlash from International gradu-
ates, the Government has allowed them to continue being
eligible to enter training programmes, which has com-
pounded the problem, as does the fact that all European grad-
uates are eligible to apply.
The Tooke Report suggests abandoning the Foundation 2-
year programme so that the old 1st year pre-registration
House Officer posts run by the Universities can remain and
therefore will only be open to British graduates. There would
then follow a soft selection into Core Surgical Training, which
will last 3 years followed by a hard selection into Higher
Specialist Training. A Consultant should be produced in
10 years, at an age of 32–34, with a good basic training and ad-
equate specialist training. Following work by the Royal College
of Surgeons and the Surgical Specialty Associations, it has
been suggested that the second and 3rd years of Core Surgical
Training would be through themed rotations pertinent to the
trainee’s desired specialty. Despite a 10 year programme to
become a Specialist and be placed on the Specialty Register,
there is talk of needs for a Fellowship year(s) to super-special-
ize or if this is not possible, a system of mentoring.
The one shining light to have emerged from the morass of
MMC/MTAS are the new surgical curricula for the nine recog-
nized specialties.4. Eire
The Royal College of Surgeons in Ireland decided to retain the
previous UK system of a Pre-Registration House Officer (PRHO)
year followed by Basic Surgical Training, after which the MRCS
would allow progression to Higher Surgical Training with the
Intercollegiate FRCS exit exam being taken in all nine recog-
nized specialties at the end of training. It should be added
that those taking the general surgery FRCS examination can,
if they wish, choose a sub-specialty interest and have one
viva and one clinical examination in that sub-specialty.5. Australasia
The footprint for surgical training in Australia and New Zea-
land was based on the UK model prior to the adoption ofCalman training and adapted to meet the needs and expecta-
tions of the professional, public and patient groups in those
countries.
Basic Surgical Training is a 2-year residency programme
within the same hospital group. Curriculum objectives are
laid down. The programme includes 2 months in an Intensive
Therapy Unit, 4 months of Accident & Emergency work and
the remainder to include research and the generality of sur-
gery. Anatomy demonstrating is required. The hospitals are
approved and inspected but no formal workplace assessments
are undertaken. However, at the end of each appointment, ap-
praisals are made. Basic Surgical Training, once completed,
and providing the Part I examination has been passed, leads
seamlessly into Advanced Surgical Training. The exams in-
clude MCQs on basic science subjects, OSCEs and an interview
‘‘to assess suitability to progress’’. The candidates apply to in-
dividual Specialty Boards, sit an interview and must have sat-
isfactory referee reports. Trainees can express preferred units
but decisions are taken by the National Boards (which have
State representation). This ensures all posts are filled and
removes competition for jobs.
Once admitted into Advanced Surgical Training a resident
will spend 4–5 years, depending on the specialty, in that train-
ing programme. A maximum of 2 years is spent on any one
service.
Even though selected into a specialty, time has to be spent
in general surgery (for Cardiac Surgeons 3 years, Pediatric Sur-
geons 2 years, Plastic and Urology Surgeons 1 year and Vascu-
lar Surgeons 4 years). Orthopedic trainees must spend 1 year
in research, medicine or surgery in general. There is also a spe-
cific rural training programme with a requirement of 3 years in
general surgery. Assessments are scheduled every 6 months
and the end point is the Part II examination, the FRACS, which
includes written papers, clinical examinations and an oral
examination in anatomy, pathology and operative surgery. If
this examination is failed, the trainee can remain in post
at the discretion of the Board. Specific components of
Advanced Surgical Training include frequent tutorials, which
are on a 4-yearly cycle, and take place mainly in the evenings.
Also, an annual two Consultant-led study week, which is com-
pulsory, as is attendance at an ATLS course. All study leave,
courses, examinations, etc., are paid for by the trainees. Their
operative experience is recorded in a logbook. The service is
a Consultant-led one with resident Registrars assisting for
the first 4 years and then acting like an American Chief Resi-
dent but always overseen by a Consultant.6. USA and Canada
Surgical training in these countries is in crisis for many rea-
sons, many similar to those experienced in the UK. These in-
clude a falling medical student interest in surgery, a high drop
out rate from residency programmes, less time in the working
week, diminishing respect for the profession and lower in-
comes. Lifestyle issues are becoming increasing important
and trainees are choosing less demanding specialties.
Trainees enter a minimum of 1 year preliminary training in
a surgical discipline before commencing a Specialty Residency
programme for 5 years (six for neurosurgery). The difficulty is
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Programme (NRMP) for which the guidelines state one should
be competitive but realistic in one’s application. Rotations
take place in a variety of different hospitals – University,
City, County, Veterans Association, private. The prospective
trainee has to balance caseload and variety against teaching/
faculty, as well as training received against prestige and tradi-
tion. Interviews are carried out at which personal qualities, as
well as academic performance are scrutinized. The advice
given for the interviews is revealing – ‘‘be honest, be oneself,
be prepared, be well dressed and be on time’’.
The NRMP is not an application processing service, rather,
it provides an impartial venue for matching applicants’ and
programmes’ preferences for each other consistently. Approx-
imately 16,000 American medical school students participate
in the residency match. In addition, another 7,000 ‘‘indepen-
dent’’ applicants compete for the approximate 23,000 avail-
able residency positions. Independent applicants include
former graduates of US medical schools, US osteopath
students, Canadian students and graduates of foreign medical
schools.
Once in training, annual MCQ examinations are held at the
end of each year of the residency programme. The Board Ex-
amination is taken at the end of the programme. Most will
continue with a 1- or 2-year fellowship in a sub-specialty.
This type of training is successful though not as comprehen-
sive as in the UK. Qualified surgeons are produced and there
are no workforce issues to halt this in view of their being no
state health system. Private practice is always an option.
But, this could mean in some areas practitioners may try
and operate outwith their field of expertise but medical insur-
ance companies, high levels of litigation and strict credential-
ing hospital regulations tends to keep these in check.
An impending problem is the introduction of an 80-h week,
although in comparison to the proposed 48 h week in Europe,
this should not curtail acquisition of skills to the same degree.7. Hong Kong
Medical education was based on the British system with ap-
prenticeship still playing a large part. Basic surgical training,
passing of the MRCS and producing good clinical research is
a pre-requisite for entering Higher Surgical Training. The use
of the UK FRCS specialty exit examinations ensures well-
trained surgeons after an 8–10 year period. With no European
Working Time Directive rules, trainees work much harder and
longer hours. This, with a large caseload, produces well-
rounded and experienced seniors.8. Malaysia
From 1982 implementation of a 4 year Training Programme
commenced in general and orthopedic surgery. However,
potential candidates must have served the Ministry of Health
or other public institutions for at least 3 years. Interviews are
conducted by both University and the public service depart-
ment. There is intense competition for Masters programmes.Their training comprises a 1st year of general surgery,
which is split into 6 months of general surgery and 6 months
orthopedics and trauma. At the end of this the trainees have
to pass a Part I examination before being allowed to progress
to the 2nd year. Four attempts only are allowed within
a 2-year period. The 2nd year comprises four rotations in
sub-specialties such as urology, pediatric surgery and neuro-
surgery, vascular surgery or cardiothoracic surgery. Years 3
and 4 consolidate ‘‘hands-on’’ training. An exit examination
is sat during the 4th year, which is designated the Part II
exam, and consists of two essay type written examinations,
long case and short case clinicals. If the trainees are success-
ful, they then progress to a viva voce examination, which in
the past gives them a Masters in General Surgery.
During this programme, they also have to write up a certain
number of case histories, log all cases that they have managed
and all procedures that they have performed. Dissertations
have to be presented in years 3 and 4 and the whole
programme has to be completed in a maximum of 7 years.
There appear to be two types of training programmes. The
first, a fully in-house training in University Hospitals for
4 years, and a second type when trainees spend 4 years in
Ministry of Health Hospitals and 1 year in a University
Hospital.9. Singapore
At the present time trainees enter Basic Surgical Training after
their pre-registration House Officer Year, which is for 2 years.
They sit the MRCS examination and need to also prepare
a Med(Surg) thesis. If successful in the MRCS and their thesis
is accepted, they enter Advanced Surgical Training which
lasts for 4 years, during which 6-monthly reviews by supervi-
sors and the Heads of Department are carried out. Annual
reviews are carried out by a Surgical Specialist Training Com-
mittee. At the end of Advanced Surgical Training, the UK
Intercollegiate FRCS exam is taken in a specialty.
There are changes proposed at present moving from the
two plus four system to a 6-year seamless programme emu-
lating the American residency style. The Ministry has
requested this to improve the efficiency of throughput of
Specialists.10. Europe
In most countries in Western Europe there are no Colleges or
other specialist bodies. Training is under the auspices of Uni-
versities. The Professors tend to be very powerful at the top of
a hierarchy on whose whim trainees progress. Five-year train-
ing programmes with no examinations are routine but assess-
ments are undertaken. There are some European specialty
examinations in most specialties but these are not taken by
many of the trainees. If the assessment is passed at the end
of training, the trainee can be admitted onto the Specialist
Register and usually becomes an Associate Professor or Staff
Grade Surgeon within a Hospital, where further mentoring is
carried out for some 2–5 years.
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imately 3320 fellows. A 2-year Fellowship at the end of train-
ing is being instituted in most European countries. These
Fellowships are fully covered financially.11. Republic of South Africa
A 2-year internship is followed by a year spent in Community
Service, which has to be undertaken by all graduates. Those
wishing to take up surgery are advised to work in a peripheral
non-teaching hospital. Operating experience under supervi-
sion is attained and the primary FRCS taken. It is a require-
ment to pass this examination to obtain a registrar post. The
latter are all based around eight medical schools. Once on
a registrar rotation, these usually include Intensive Care
Unit and Trauma during the 1st year, after which the interme-
diate (Principles of Surgery) examination is taken. The final
fellowship examination is taken after the 4-year rotation
and this entitles the successful candidate to practise surgery.
All Registrars, however, stay on in the Department for a fur-
ther 2 years as a Senior Registrar/Junior Consultant undertak-
ing two 12 month attachments in one of the sub-specialties
(hepato-biliary, vascular, GI, endocrine, trauma, transplanta-
tion or surgical oncology). This adds up to an 11-year pro-
gramme providing a Consultant Specialist at the age of 34/
35. All specialties require the primary examination in General
Surgery to be passed and a Basic Surgical Skills course to be
completed. All demand trauma training and an ATLS Certifi-
cate before being admitted to the Intermediate examination.
The final FRCS is usually taken in the 4th year of Registrar
training in the generality of the specialty.12. China
There is a diversity of training opportunities and facilities
amongst Chinese hospitals. The economy always influences
development of medical science. Economic strength is differ-
ent between Western and Eastern China. In the poorer west
there are fewer clinical institutions and facilities for surgical
training, and the desire and implementation of surgical train-
ing is of lower quality with differing emphasis on basic learn-
ing objectives, the duration of rotations, methods of
instruction and tools used for medical students.
Standard Surgical Training (SST) in China commenced in
the late 1980s when the Chinese Ministry of Health embarked
on a restructuring programme that established a standard of
clinical training. A programme was launched in 1995 in the
26 provinces that certify those who have completed Standard
Surgical Training. A total of 2400 bases are involved in SST and
52,000 have completed this training. There are three different
levels of hospital – the highest rank is level 3. Only hospitals
classified as level 3 and 2 may apply to become Standard Sur-
gical Training bases. They are classified by reaching the stan-
dard set by the Government.
There is a Committee of Resident Training (led by the Min-
istry of Health) who is responsible for developing the pro-
gramme and defining the Curriculum. Criteria are set by
provisional health authorities in which the trainees areexamined. After 5 years study at Medical School surgical train-
ing depends on whether the graduate has a Batchelor’s, Mas-
ter’s or Doctorate Degree. Five years are needed for those with
a Batchelor’s Degree, four for those with a Master’s Degree and
three for those with a Doctorate.
Standard Surgical Training includes two phases: the first
a 1-year Internship followed by 2 years of medicine and sur-
gery rotation. At this point selection into surgery occurs and
depends on assessment of their clinical skills and ability to
deal with both routine and complex surgical disorders. As-
sessment is undertaken by administrators and surgical pro-
fessionals. Becoming a trainee also depends on projected
numerical requirements for surgery in that year. The second
phase of Standard Surgical Training comprises six mandatory
courses, which include: (1) Medical English; (2) Statistics; (3)
Ethics; (4) Literature research; (5) Health care law; and (6)
Infectious Diseases Prevention. The main task is to focus on
training in Surgical Specialties, to manage common surgical
diseases independently and to learn the principles of manag-
ing complex cases. During the 2-years surgical trainees rotate
amongst Surgical Specialties for 1 year and related depart-
ments (such as Accident & Emergency, Intensive Care Unit,
Radiology) for the 2nd year. Before completing their residency
training surgical programme, the trainee must pass a multiple
choice examination run by the provincial authorities. The
pass rate is said to be 95%.
After finishing phase 2, residents are qualified to apply for
posts as Surgical Specialists (attending doctors). In China doc-
tors are ranked as Interns, Residents, Attending Doctors, As-
sociated Professors and then Professors. A Surgical Specialist
is an experienced Surgeon who works in one surgical sub-
specialty. In addition to passing the SST residents must have
published two scientific or clinical research articles. They
also have to work in a rural area for a minimum of 3 months
before they may apply to sit the Surgical Specialist Examina-
tions. A written examination includes English, Computer
Science and surgical scenarios.
The problems with China’s surgical training are the lack of
surgical training hospitals, the unbalanced training qualifica-
tions, a mismatch between training programmes and service
requirements, a lack of surgeon exchange, insufficient com-
munication skills teaching, the inflexibility of the training pro-
grammes and long working hours with little financial support.
Chinese surgical trainees usually work for 12 h a day 6 days
per week. The local hospital and residents themselves meet
most of the surgical training expenses. Residents receive pay-
ments from their hospital in the region of $150–$300 per
month. However, lodgings, food, continuing education fees
and other expenses amount to more than their pay.13. Russia
Medical students interested in entering surgical training need
to become subordinate to a Professor in their 6th year. Post
qualification, if selected, they enter a 5-year internship in Gen-
eral Surgery with no promise of obtaining a Specialist position
on completion. Fellowship and non-Specialist positions are
undertaken until a position is obtained but many do not
become Specialists.
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There is minimal formal selection into surgical training with
some countries relying on stimulating undergraduate stu-
dents who are keen, whilst in other countries, decisions are
only made after exposure to different specialties within sur-
gery having qualified as a doctor. It is worrying that other ser-
vices and industries place much more emphasis on selection
suitability than we do in surgery. There are strict selection cri-
teria to ensure they attract the correct people. In medicine
most prove their suitability and competence just by being
admitted to Medical School but are we selecting the best of
the competent into surgery. What is more, world-wide there
are few criteria in place to aid selection and even innate ability
and medical fitness are not tested. It would seem that there
should be an early selection into surgical training which en-
sures innate ability and fitness to be a Surgeon together with
basic clinical science knowledge followed, after some expo-
sure to surgery, by a more rigorous selection when judgment,
communication, skills and knowledge are also all tested.
With respect to training, there appears to be two different
approaches, the one adopting a core/basic surgical training
period in the generality of surgery prior to Higher Surgical
Training whilst others adopt a run-through Specialist Training
Programme. In most countries with a shortened Surgical
Training Programme their graduates are often more mature
and although the programme seems shorter, most, at the
end of the training, need a further period as a Fellow or being
mentored as a Specialist.
No one training programme can fit all needs across the
world but an ideal programme could be proposed and tailored
to the countries needs. With merging boundaries in medicine
we must look to integrated training programmes related to
disease specific problems rather than historical specialties
and anatomically based surgical training. Vascular and Car-
diac Surgeons need to be involved with Interventional Radiol-
ogy and Cardiology so as to be best prepared to treat their
patients. Gastroenterological sciences with Endoscopists and
Radiologists providing an increasing amount of services are
bringing Physicians, Radiologists and Surgeons together.
Equally, Oncological, Locomotor, Nephro-urological Services
and others could all follow suit. A proposal of 1 year as
a pre-registration House Officer followed by 3 years of Com-
mon Stem Training in, for example, Gastroenterological
Sciences, would provide a wide experience and greater flexi-
bility. After this Common Stem Training a further 4–6 yearsof Specialist Training could follow giving an average of 8–
10 years training to become a Specialist. Having moved from
Common Stem Gastroenterology Training into Surgery, possi-
bly after 2 years, one could have an examination and become
a generalist/intestinal surgeon able to deal with the common
gastrointestinal surgical problems and receive and triage sur-
gical emergencies. This would parallel a medical Gastroenter-
ologist who might be a generalist 2 years after Common Stem
Training. A further 4 years in Surgical Gastroenterology would
produce a Specialist Gastroenterological Surgeon after
10 years. Should they wish to super-specialize in say Oesopha-
geal, Hepato-Biliary, Pancreatic, or Rectal surgery, a further
Fellowship of 1–2 years would probably need to be under-
taken. Probably only 20% of people entering gastroenterologi-
cal surgery would be needed for these super-specialized
procedure posts. None of these Specialists would necessarily
be Consultants who would need to take on other roles, such
as management, training, mentoring and examining. They
would all be part of the hospital surgical gastroenterological
team.
This Common Stem Training, if adopted, would give far
greater flexibility during the early years of training and also
a much better common background, so as to be able to treat
patients with a greater all-round knowledge.
There is no doubt that we should attempt to train everyone
to an acceptable and agreeable standard, which should of
course be of the highest standard. We should remain profes-
sional, maintaining a meritocracy and ensuring we are not
downgraded to work as technicians. It has always been said
that surgical skills are only 25% of the make-up of a competent
surgeon.
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